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INTRODUOTION

The subject of constipation is a broad one, and covers a
field which is of interest to both physician and surgeon because
of the frequency of the condition and it's far-reaching effects.
Oostiveness may exist in the absence of any demonstrable cause,
on an inherited or acquired basis, or as the result of some
traceable pathologic lesion.

This wide-spread and distressing

ailment is not peculiar to any race or clime, occurs as often
among the rich as the poor, is common to both sexes, and is encountered in childhood as well as in adult life and old age.
Oonstipation is responsible for an inestimable amount of discomfort and suffering, and it's effects may be purely local or
far-reaching, manifesting themselves in parts far remote from the
intestine.

It constitutes one of the most frequent and persis-

tant affections with which the physician has to deal, and is one
which fully taxes his ability and ingenuity to relieve and cure.
Oonstipation is a subject frequently discussed in medical
societies and the current literature of the day, yet the number
of failures following it's treatment is surprisingly large.

The

failures are due in part to the fact that physiCians too frequently
prescribe remedies or advocate methods which offer temporary relief because they secure an immediate evacuation, but which
accomplish little toward effecting a permanent cure.

Other phy-

sicians fail to cure their patients for the reason that they do
not familiarize themselves with the different methods of tested
value in the treatment of thts"-affection; again, they are unsuc:..

-2-

cessful in the handling of their cases because, either through
ignorance or indifference, they fail to educate the patient as
to his manner of living and the proper hygiene of the bowel.
Unfortuna~ely

for this class of sufferers, the many and widely

different causes of constipation are not generally understood.
Frequently the costiveness is attrinuted to insufficient peristalsis and glandular secretion, or to atony of the intestln, when
it may be due to some organic change, or to local disease in the
colon, sigmoid, or rectum.

From the foregoing it will be readily

understood that a routine method of treatment is impracticable,
and that each case requires a separate sutdy and individual treatment.
Patients beginning the treatment should be given to understand
that it will take several weeks or months to effect a cure, and
that they must make it their business to get well, and render the
physiCian every assistance possible by faithfully carrying out
his instructions and presenting themselves for treatment as often
as requested.
It is very important that the treatment once started should
be continuous, since interruptions often materially delay and prevent a successful outcome.
The proper edUcation of the patient is a most important feature in the treatment and it si absolutely essential that he should
be taught certain things regarding his manner of living.

He

should know that over-feeding, fast eating, the partaking of meals
at irregular hours and under unpleasant surroundings are, one and
all, forerunners ·of constipation, and are to be avoided.

He must
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also learn that we are creatures of habit, and that constipation
is often acquired or prolonged, as the result of ignorance or
indifferenoe to the neoessity of securing an evaouation daily
and at a given hour, and, further, that the time spent in the
toilet should not be devoted to reading, but given over entirely
to the emptying of the bowel.
It is neoessary, order to encourage this habit, that every
house or apartment should have a sufficient number of well-lighted
comfortable and conveniently located toilets to accomadate the
needs of the household.
The clientele of every family physiCian should be warned
against a promiscuous taking of patent medicines because of their
pernioious results and the fact that they offer no permanent relief.
In the following pages I have endeavored in a plain and oonoise
manner to classify constipation and ennumerate it's various causes,
and show their importance alone or in oombination in producing
infrequent or insufficient stools.

ANATOMY
In a work of this soope it is not desirable to enter into a
full discussion of the anatomy of all the abdominal and pelvic
organs.

It is absolutely necessary, however, that everyone

should have at least a fair understanding of the anatomy of the
stomach and small intestine, and a still more comprehensive
knowledge of the looation, construction, and variations of the
colon, sigmoid, rectum and anus in order to understand and locate
causes of this complaint which would otherwise go unrecognized.
Stomach.- The stomach is located about two-thirds on the left
and about one-third on the right side of the abdomen immediately
below the diaphragm.

It has a lesser and a greater curvature, the

former looking upward and to the right and the latter downward
and to the left.

The entrance (esophageal opening) to the stomach

is to the left near the median line, while it's outlet (pyloric
opening) is lower down and a little to the right of this central
line.
After the abdomen has been opened, it will be found under
normal circumstances that the pancrease, spleen, and most of the
left kidney are completely hidden by the stomaoh, but a further
study will reveal the liver and small omentum

to the right above,

and the transverse oolon and great omentum immediately below it.
The stomach oonsists of four ooats: (a) the serous whioh has
no significanoe in so far as this work is ooncerned; (b) a muscular
with it's outer or longitudinal layer, it's middle oirculer and
it's oblique, internal layer; (o}the submuoous oontaining the
vessels and nexv€s and (d) the muoous membrane, with it's many
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long irregular folds and it's cardiac and pyloric glands.
Small Intestine.- The small intestine extends from the stomach
to the caput coli, from which it is separated by the ileocecal valve
It consists of numerous irregularly arranged convolutions, is
about twenty feet in length, is considera.bly larger at it's

com-

mencement than where it joins the colon, and holds twelve pints.
It is divided into three parts - na.mely, the duodenum, jejunum
and ileum.

The duodenum, or first part, is ten inches in length,

the jejunum and ileum make up the remainder.
The small intestine has three coats: (a) the serous; (b) the
muscular (longitudinal and circular fibers); (c) the submucous
containing the blood vessels, nerves, and lymphatics and (d) the
mucous with it's goblet cells, Brunnerts glands (in the duodenum),
crypts of Lieber kuhn, villi, valvulae conniventes, solitary glands
and Peyer's patches.
The blood supply of the small bowel is derived mainly from the
superior mesenteric artery, and the nerve supply principally from
the superior mesenteric plexus. (19)
Large Intestine.- The large intestine is that part of the
alimentary canal extending from the ilea-cecal valve ta the anus.
It is so named because when undistended it is considerably larger
than the preoeeding portion of the bowel.
It is further differentiated from the small intestine by itts
nearly constant position, thioker walls, sacculated oontour, itts
appendices epiploical, it's longitudinal bands, and it's greater
degree of fixation.

It varies between five to six in length and

it's caliber varies---from one and a half to two and a half inohes,
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being widest at the cecum, from which point it gradua,lly diminishes in size as far as the rectum; here it again increases materially , and so continues until the anal canal or'narrowest part
of the intestine is reached.
The large intestine is subdivided into colon, sigmoid colon,
rectum and anus, and will be fully discussed under these anatomic
headings. (19 )
Q.olon.':' The colon is that horseshoe or U-shaped portion of the
large bowel surrounding the small intestine, having it's beginning
at the cecum in the right iliac fossa, and terminating at the
sigmoid colon in the left iliac fossa, at the outer border of the
left psoas muscle.

It progressively diminishes in size, from the

cecum down to the rectum.

The distended cecum has an average

diameter of three inches, while the descending colon measures
about one an a half inches.
Beginning at the ileo-cecal valve in a blind pouch (the cecum),
the colon passes upward to the liver (ascending colon), where it
describes a sharp turn (hepatic flexure) and extends across the
abdomen to the spleen (transverse colon), where it again turns
'sharply downward (spenic flexure), and proceeds until it reaches
the left iliac region, where it becomes continuous with that irreg ular part of the bowel called the sigmoid flexure.
The cecUM, ascending, the transverse and the descending eQlon
constitue the principal divisions of this part of the bowel and
because of their importance inthe study of constipation the anatomy
and peculiarities of each will be discussed separately. (19)
.Oecum.- The cecunC'O'l" bl ind pouch, the largest part of the colon
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measuring two and a half inches (Scm.) in both it's vertioal and
transverse diameters, is located in the right iliac and hypogastric regions, at the middle of Poupart's liga.'l1ent.

The lower

end is directed downward and the other upward; it is supported
and held in position by the peritoneal folds covering it's lateral
and anterior walls.

The ceoum is separated from the small intest-

ine (ileum) whioh joins it from below by the ileooeoal valve,
an arrangement designed by nature to prevent fecal or other discharges from entering the small intestine after they have onoe
found their way into the large bowel. (19)
The ileooecal valve is unique in it's construction and
effeotively prevents the regurgitation of solids, liquids, and
gases, which may have accumulated naturally or have been introduoed by artifioial means.

The valve appears as a slit-like open-

ing running at a right angle to the long axis of the bowel; it's
edges are thiokened and form lips whioh are reenforoed by strong
muscular fibers. (11)
As the oecum and large intestine become distended, these liplike valvular folds are firmly pressed together and are so arranged
that the oontents of the small intestine have free exit

t~ough

it into the oolon; but nothing from the latter oan reenter the
upper bowel exoept in rare instanoes and under great pressure.
In this connection it is necessary to refer briefly to the vermiform appendix, a blind tube, leading off from the oeoum, varying
in length from three to five inohes or longer, and of the same
general oonstruotion as the other parts of the large intestine.
It is about the size of a lead penCil, is attached to the lower
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and inner surface of the cecuM, and is of importance because it
frequently becomes inflamed as a result of constipation and
fecal impaction, and, conversely, when it becomes diseased itself it may induce costiveness. (11)
Sigmoid Oolon (Sigmoid Flexure).- The sigmoid. colon begins at
the termination of the desoending colon in the left iliac fossa,
at the outer border of the psoas muscle, on a level with the
crest of the ileum and joins the rectum at a pOintopposi te the
third sacral vertebra.
That pOint of the sigmoid flexure which extends between the
latter point and the sacro-iliac articulation was formerly considered by anatomists as a part of the rectum, but at present it
is regarded as a part of the sigmoid colon.

This change in the

topography is a rational one because it fixes a definite dividing
line of surgical importance, since the sigmoid part of the colon
above this line has a mesentery, while that below has none.

Be-

cause of it's irregular arrangement the sigmoid colon is described
by some authorities as being S-shaped, while others maintain that
it is omega like in it's contour.

It passes downward to within a

short distance of Poupart's ligament, then from left to right until
near the median line, where it drops into the pelViS, passes to
the opposite side, and then upward until it emerges from the right
pelvic brim, where it again makes a sudden turn and passes backward and down to become continuous with the rectum at the middle
of the sacrum.

The point of juncture is marked by a distinct

increase in the circular fibers, producing a narrowing of the gut;
the muscular ring is usually designated as the sphinC1rer of 0'Beirne.
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The sigmoid or pelvic colon is the narrowest part of the large
intestine and varies greatly as regards it's length and position.
It's average length is 17.5 inches.

It is

l~

inches longer in

men than in women. (19)
The looation of the sigmoid colon is uncertain, both in health
and in disease.

This depends upon many things - viz: (a) abnor-

malities,(b) it's length, (0) length of it's mesenterio attaohments, (d) distention, (e) pressure of the abdominal muscles, (f)
tumors and distention of the adjacent organs, and (g) sudden and
violent injuries. (4)
In the empty state it remains in the left iliac fossa or
dips down into the pelvis, but as it fills it extends, with a
rotatory motion, upward or across the pelvis and well into the
right iliac fossa, where it usually remains until the beginning of
defecation. (19)
In the abnormal state it has been encountered either loose or
bound down by adhesions, in nearly every part of the abdomen,
sometimes as a straighttuhe and again twisted into irregular loops
These are unnatural conditions, which are always confusing to the
surgeon.

Under varying conditions the Sigmoid colon comes into

close contact with the small intestine, the anterior abdominal
wall, bladder, left psoas

m~sole,

lumbar and saora1 vertebra. (4)

The serous, mUSCUlar, submucous and muoous layers constitute
the coats of the sigmoid colon.

The serous or peritoneal coat

completely envelops this part of the bowel and serves to form the
mesosigmoid, which is variable in length, longer in men than in
women, serves to suppo-rtand anchor the bowel.

The mesenteric
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attachement of the sigmoid colon is very short above in the left
iliac fossa and below at the recto-sigmoidal junction, but is
much longer between these pOints, and because of itts swing-like
arrangement this section of the gut is capable of conSiderable
motion and change of position.

The mesosigmoid extends downward

to the third sacral vertebra or beginning of the rectum.
The mucous and submucous layers so closely resemble those of
the rectum that a separate description of them is unnecessary.
The musoular layer has the usual two layers of fibers, the
oircular and the longitudinal, but differs from other parts of
the oolon in that the three longitudinal bands spread out and
loose their individuality as they reaoh the. lower end of the sig-

-

moid.

The blood supply to this part of the bowel is furnished

by the sigmoid arteries, derivatives of the inferior mesenterio
artery.

The nerves of the Sigmoid are derived from both sympa-

thetic and parasympathetic systems.

The latter comes from the

lumbo-sacral division. (19)
Rectum.- The inferior portion of the colon and alimentary
canal is called the rectum.

It is tubular, devoid of longitudinal

bands, and is narrower at it's junction with the sigmoid flexure
(sphincter of O'Beirne) and at the anal extremity.

The anterior

and posterior reotal walls above the levatores ani muscles remain
in contact, forming a transverse slit, while the lateral walls
below it (anal canal) are in apposition, forming an anteriorposterior slit. (19)
The rectum varies in length from 4 to

5!

from the thir-dsacral vertebra to the anus.

inches, extending
It descends obliquely
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forward and downward for about three inohes, at which point it is
found opposite the apex of the ooccyx; from this point it turns
up itself and passes baokward and downward for about
thus completing it's course to the anus.

It

inches,

It is obvious that in

introducing the finger into the rectum it should be passed upward
and forward.

It is slightly longer in men than in women and in

the aged than in the young.

The above dimensions do not corres-

pond with the description given by many authorities, for the reason
as above stated, that the segment of the rectum extending between
the third sacral vertebra and the lower left iliac fossa is now
classified as a part of the sigmoid colon. (4)
For clinical purposes, the rectum may be subdivided into two
parts, the movable rectum and the anal canal. (Fixed rectum)
The moveable rectum is that portion of the lower bowel which
begins on a level with the middle of the third sacral vertebra
and terminates about the crossing of the levatores ani muscles
or at the upper margin of the internal sphincter.

This is the

largest part of the rectum and is known as the ampulla.
capable of being moved laterally or vertically.
tended by inflation and then

It is

It may be dis-

appears to be divided into oompart-

ments of variable size, depending on the number of Houston's
valves present and the distance between them.

The upper rectum

is less sensitive than the lower, as is shown by the slight pain
caused by surgioal interferance, extensive ulceration, or malignant disease in this region. (4)
The anal canal is that portion of the rectum lying between
the levator ani above and the anus below; it is surrounded by the
hemorrhoidal plexus and is embraced

by

the external and internal
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.

snhincter muscles •
The rectum has four coats:

(a) peritoneal, (b) muscular, (c)

submucous and (d) mucous, the first being only partial, while the
others are continuous throughout.
Muscular Coat.- This coat is thicker and stronger in the rectum
than in other parts of the large intestine.
layers - viz:

It consists of two

circular or inner and longitudinal or outer.

The

circular fibers are neither numerous nor strong in the upper
rectum, but become more numerous and stronger at the lower end of
the rectum, where they form a muscular band about one inch in
width, called the internal sphincter.
The longitudinal fibers are those coming from the colon, where
the three longitudinal bands spread out, but some are peculiar to
the rectum.

They are partly developed in childhood and are more

numerous in the anterior and posterior portions of the rectum.
Sub Mucous Ooat.- This coat consists of a layer of more or less
dense connective tissue in which the blood vessels, nerves and
lymphatics ramify.

It is sufficiently lax to permit a free gliding

of the mucous membrane over it.

In inflamatory disease of the

rectum the sub mucosa often becomes thicker, indurated, rigid and
adherent to the muscular layer, thereby interfering with the
mobility of the mucous membrane.
MUcous Ooat.- When the rectum is empty, the mucosa of the upper
part is thrown into a multitude of superficial transverse velvety
folds which are obliterated by distention.

There are from two

to seven folds (Huston's valves) which stand out more prominently
when the bowel

,i$o

distended and because of their importance as a

-13-

oause of oonstipation they will be fully described a little further
on.
The epithelium covering the mucosa is of the columner variety.
Numerous orypts of Lieberkuhn are found in the muoous membrane.
The tubular or muoous seoreting oells are so numerous that .hen
viewed with a lens, the membrane presents a honey-oomb appearanoe.
Beginning just above the muoocutaneous junotion (Hilton's white
line) and extending upward for a distance of one third of an inoh
are several projeoting longitudinal folds oaused by sphinoterio
oontraotion and known as the oolumns of Morgagni.

These plioae

are broader above than below, oontain smooth muscle fibers and
are difficult to effaoe.
Suspended from between the lower extremities of Morgagni's
columns are transverse oup shaped folds of the muoosa from one
twelth to one sixth of an inoh in depth, whioh are deSignated
as semilunar valves or orypts, the funotion of which is to colleot
muoous and hold it for the lubrioation of the feces during defeoation.
Looated at the lower end of Morgagni1s oolumns are several
minute elevations (anal papillae) oomposed ohiefly of stratified
epithelium and a slight amount of oonneotive tissue, eaoh oontaining an arterial and a nerve filament. (19)
Reotal Valves.- In the reotum above the anal canal are some
large permanent oblique semilunar folds whioh projeot for a oonsiderable distanoe into the bowel;

these have a very interesting

history 8.nd have been the subjeot of muoh controversy.

They are

oresoent shaped, oapable-of vertioal motion, extend from one half
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to two thirds around the circumference of the reotum and projeot
into it's lumen from three fourths to one and one half inohes.
They are direoted obliquely to the long axis of the bowel and are
slightly cup shaped, their oonoavities looking upwards.

When the

bowel is inflated the free margins of the valves stand out prominently and are easily seen through the proctosoope, or they
may be felt by the finger during straining.
The number of valves is variable.
sometimes two or four;

Usually there are three,

in exoeptional cases there may be five,

six or even seven.

The location of the valves is fairly constant

and is as follows:

The upper valve, at the junction of the sig-

moid colon and rectum on the left rectal wall;

the middle, most

prominent valve on the right anterior wall opposite the base of
the bladder and three inches or more above the anus;

the lower

valve, on the left side, a short distance below the middle valve.
Thus they form a sort of spiral stairway, which gives a rotatory
motion to the fecal mass on it's journey from the sigmoid to the
anal canal. (4)
The structure of the valves has been the subject of much oontroversy_

The difference of opinion has probably arisen from the

fact that their structure may vary in the same subject and under
the same conditions, and that the make-up of the normal is always
different from that of the hypertrophied or diseased valve.

The

average valve is composed of: (a) mucous membrane; (b) sub mucosa;
(c) circular muscular layer; (d) longitudinal muscular layer;
(e) subserous layer,

consist~ng

of areolar tissue and fat, arteries

veins" nerve elements and-lymphatics.

The mucous membrane cover-
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ing the valve is of varying thiokness and oontinuous with the
membrane at the base of the valve.

It oonsists of the epithelial

lining, the stroma, and the musoularis mucosa, whioh is more
prominent here than in other parts of the reo tum.

The submuoous

layer is oomposed of white fibrous connective tissue, sometimes
forming a dense layer which gives support to the valves, especially
when they are hypertrophied.
The circular layer of muscular fibers is usually constant, and
may extend only a short distance into the valve or almost to it's
tip_

The longitudinal layer is present less often than the circul-

ar, and may extend across the base of the valve without contributing any fibers to it's structure;
reaching nearly to the distal end.

or it may dip into the valve,
In addition to these structures

there are in the valve lymph nodes, large sympathetic ganglia,
epithelial structures embedded in the loose tissue outside the
longitudinal muscular layer, and in one speciman white fibrous and
yellow elastio tissue were found in the same locality. (4)
Arteries.- The arteries of the rectum are derived from three
distinot souroes: (a) the superior hemorrhoidal, from the inferior
mesenteric; (b) the middle hemorrhoidal, from the hypogastrio or
a branch of the internal iliao; (c) the inferior hemorrhoidal
from the internal pudic after it has reentered the pelvis.
The superior hemorrhoidal artery descends through the mesorectum and divides into two branches, which course along the posterior
wall of the rectQm.

They are at first superfioial, but soon per-

forate the muscular coat and give off a number of branches whioh
anastomose in the muoou"S--membrane and submucosa, not only with each
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other, but with the middle and, frequently, with the inferior hemorrhoidal arteries.

The main branches run parallel with the bowel.

This accounts for the slight bleeding from incisions made parallel
wi th the long axis, and the profuseness of hemorrhage from those
made at a right angle to the bowel.
The middle hemorrhoidal arteries vary in size, and take an
oblique course downward to supply the middle third of the rectum.
The inferior hemorrhoidal arteries and branches pass upward
as well as downward to anastomose with the other hemorrhoidal arteries and to supply the levator ani and sphincter muscles, and the
cellular, fatty, and tegumentary tissues in the anal region. (19)
Veins.- The veins correspond in name with the arteries;

the

middle and inferior hemorrhoidal veins return the blood from the
anal region to the internal iliac.

The hemorrhoidal plexus of

enlarged and anastomosing veins is situated in the lower part of
the rectum, and from it proceeds the "superior hemorrhoidal vein,

fI

which has no valves, but which returns the blood from the rectum
to the portal vein.

The superior hemorrhoidal vein and it's

branches pass upward under the mucous membrane for a distance of
about three to four inches, then perforate the muscular coat at
four or five points, and can be seen on the outside of the bowel.
Varneuil has laid much stress on this anatomic fact, claiming that
the veins pass through buttonholes, which have the power of contracting around them, closing their caliber and preventing the
return of the blood to the'liver.

In this anatomic arrangement

may possibly be the active cause of hemorrhoids. (19) (4)
Nerves.- The nerves- are derived from two great classes which
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go to make up the nervous system; the cerebrospinal and the sympathetic.

Those originating from the former come from the sacral

plexus and constitute the parasympathetic element, and those of
the latter from the mesenteric and hypogasttic plexuses.

The

muscles of the anal region are supplied by branches of the sacral
nerves, while the superficial perineal, a branch of the pudic,
supplies the levator ani and the skin in front of the anus.

The

pudic is controlled by the same part of the cord as the sCiatic.
Hence, irritation from a fissure or ulcer located within the anus
may be transferred down the limbs or to other distant parts.

The

intimate relation of this nerve to the genito-urinary organs
explains the frequency with which disorders of micturition are
associated with rectal affections. (19) (4)
Lymphatics.- The absorbent vessels of the anorectal region are
of goodly size and muoh more numerous than is generally supposed.
They consist of two systems, those of the skin and anus being
distinct from those of the rectum, the former going to the inguinal
and the latter to the sacral and lumbar glands.
The gluteal glands derive their lymph from the buttocks and
convey it to the iliac nodes. (19)
Muscles.- The musoles of the rectum, which are of special interest in the study of constipation, are the external sphincter,
internal sphincter, the transversus perinei, reotococoygeus and
the levator ani.
The external sphincter muscle is voluntary and is situated
immediately beneath the integument at the anal margin.

It is

about three inoh-esin length, one half inoh wide, and is not
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thicker than the blade of a penknife.

It arises from the tip of

the coccyx, and after surrounding the anus in the form of an
ellipse, is inserted into the central tendon of the perineum.
The function of this muscle is to close the anal orifice and
to assist in the expulsion of the feces, acting in conjunction
with the abdominal and levator ani muscles.
It 1 s nerve supply is derived from the fourth sacral and the
inferior hemorrhoidal of the internal -pudiC, and the center controlling it is situated in the lumbar enlargement of the cord.
The transversus perinei muscle arises by a narrow tendon on the
anterior surface of the tuber ischii, and passes forwards and
inward to be inserted into the central tendon of the perineum, and
in the female, with the posterior attachment of the vaginal sphincter.

According to Cruveilhier, it aids in defecation by press-

ing the anterior and posterior walls of the bowel together in
conjunction with the external sphincter.
The internal sphincter is a flat involuntary muscular band
formed by a collection of fibers of the circular coat, and is
located immediately above the anal sphincter.

It is about three

fourths to one inch in width and one sixth inch in thickness.

It1s

fibers are somewhat finer and paler than those of the external
sphincter.
The rectococcygeus embraces the lower end of the bowel in a
fork-like extension and draws the rectum upward toward the apex
of the coccyx after it has been forced down during stool. (19)
The levator ani,muscle (lifter of the anus) has been the subject of much diSCUSSion, especially as regards itts function,
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origin, and insertion.

It arises from the pelvic fascia and from

the inner surface of the symphysis pubis, the fibers passing
downward, some to be inserted into the perineum, others into the
coccyx, and still others into the rectum, on a level with the
upper part of the anal canal.

In resection of the

recta~

it is

impossible to free the lower end of the bowel until these latter
fibers are divided.
The action of the levator ani, in so far as the rectum is concerned, is to compress the sides of the bowel and neck of the
bladder, and in the act of defecation, when the sphincter relaxes
to open the anus, it closes the urethra.

This explains the well-

known difficulty of voiding the urine and feces at the same time.
The levator ani forms a large part of the pelvic floor and
helps to support the pelvic organs.

It has to a slight degree a

voluntary action, which can be demonstrated by introducing the
finger into the bowel and requesting the subject to draw up the
anus as much as possible, when a contraction will be felt above
the finger from one and a half to two inches above the anal orifice.
This action would in part account for the control of the bowel
that is frequently observed after complete destruction of the
external and internal sphincter musoles.

Again, after certain

rectal operations, where the sphincter has been divided or incised, patients complain of a sudden jerking in the lower reotum,
which is due to the contraction of the levator ani muscle. (4)
Relations of the Rectum.- The rectum is in close apposition
anteriorly with the small intestine, rectovesical pouch, bladder

l
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prostate, seminal vesicles, and urethra in the male and with the
uterus, vagina, Douglas' oul de sao, and the small intestine in
the female;

posteriorly, with the mesorectum, left pyriformis

musole, sacral plexus, coocyx, Luschka's gland and coocygei
muscles.
The rectum obtains it·s support principally from the peritoneum
above and from the external sphinoter, reotoooocygeus and levator
ani musoles below.

Some of the fibers of the latter blend with

the rectum, while others pass by it on their way to be inserted
into the ooooyx. (4)
Perirectal Spaces.- The reotum is surrounded by loose connective tissue and fascia, the latter derived principally from the
pelvic fascia.

Between the rectum and the sacrum is a large space

devoid of fat, oalled the retrorectal space, and between the
l

rectum, seminal vesicles, and rectovesical fascia is another space
of considerable size, called the prerectal space. (4)
Ischioreotal Fossae.- On either side of the lower end of the
rectum, between it and the tuber ischii, are two large trangular
spaces filled with fat, which are oalled the ischiorectal fossae.
Within a sheath formed by the obturator fascia are the internal
pudio artery, veins, and nerves.

The inferior

hemorrhoidal

vessels and nerves pass through the central portion of the ischiorectal fossae on their way

to the anal canal, while in the ant-

erior portion of these spaces are the superficial perineal vessels
and nerves.
The fat and oonnective tissue filling the fossae act as elastic
supports to the rect:um/and serve to keep it's lateral walls in
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contact. (4)
The Anus.- The anus is an oval orifice situated at the termination of the anal canal.
vic

outlet~

the tuber
slit.

It is located in the center of the pel-

one inch anterior to the tip of the coccyx, between

ischii~

and~

like the anal

canal~

has an anteroposterior

It is lined above by mucous membrane and below by integu-

ment, in which is found pigment, hairs, papillae, sudoriparous
glands, and sebaceous follicles, the latter supplying an unctuous
secretion with a disagreeable odor.

The skin about the anus is

gathered into numerous radiating folds by the corrugator cutis
a.ni muscle.
The anus may be thoroughly stretched in every direction without permanently impairing itfs function.

In health it is closed

by the external sphincter, but in certain diseases of the lower
bowel the muscle may become worn out or destroyed and the anus
become patulous, causing partial or complete fecal incontinence.
(19) (4)
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PHYSIOLOGY
Constipation is a disturbance in the normal disoharge of the
feces.

This discharge represents but the last link in the chain

of prooesses whioh unite to form that function whioh is oalled
digestion.

It is, therefore, inadvisable even from a purely

practical standpOint to consider any of the disturbances of digestion without regarding it's other phases.
Every pathologio process is, in fact, only a modification of
a physio1ogio one, and before entering into the problem of constipation it 1s therefore, neoessary to outline a general pioture
of the physiology of digestion, and point out those elements the
abnormal oombination of whioh leads to the disturbanoe known as
oonstipation.
The purpose of digestion is to provide the human body with the
neoessary sources of energy, which is done by a meohanioa1 and
ohemioa1 aotion upon the food, so that it oan be reoeived in the
stream of fluids and oarried to those organs in whioh by itts
further deoomposition they oan be transformed into kinetic energy.
The system of organs whioh fulfil this function is the the alimentary traot, including the hollow tube from the mouth to the
anus, with the glands partially within itts walls, partiallyoutside of it, forming separate organs, 'like the salivary glands,
pancreas, and liver.
The hollow organ reoeives the food, oarries it through the
body, and after extracting the useful parts, eliminates the remainder.

On it's way the food must be ohanged mechanically and

shemically to faoilitate the absorption of the nutritious elements.
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The meohanical change is performed by mastication and the
kneading movements of the stomach and small intestine.

More im-

portant than this is the ohemical action, by whioh on the one side
the meohanioal action is aided by the breaking up of connective
tissue and other binding mediums of the food, and on the other
side those chemical changes are

whioh split up the

perfo~ed

complicated into less complex bodies.

For this purpose the food

does not pass the alimentary canal in an even course, but is retained in different parts to be subjected to the influence of the
digestive secretions, the active prinoiples of whioh arerepresented by the ferments.
I will, therefore, oonsider first the chemioal changes of the
food, their absorption, their transportation, the expulsion (defecation) of non-assimilable elements (feoes, flatus), and then
enter into the oorresponding pathologio oonditions.

For this

purpose it is suffioient to bear in mind that manifold as the food
of our mixed diet may be, it has finally to be ohanged into a
few food elements and be absorbed as suoh.

Thus, we ~ classify

our food as carbohydrates, fats, proteins, water, and inorganic
substances.
The chemioal aotion takes place in the following manner:
the mouth, fats and protein remain unohanged;

In

the oarbohydrates,

however, undergoing chemical changes through the saliva, the aotive
ferment of which is ptyalin or amylase.

This ferment acts upon

the starch, liquefying it, and converting it partially into dextrin
and maltose.
until the

This amylotic digestion continues also in the stomach

aCidi~ty

of the gastric juice checks the action of ptyalin

..

which requires an alkaline medium.
From now on, digestion is carried on by the gastric juioe, the
pepsin and rennin becoming active.

Pepsin with hydroohloric acid

represents the proteolytic agent which renders the insoluble proteins soluble and performs the oleavage of the protein moleoule
into albumoses, peptones, leucin, tyrosin, etc.

Rennin curdles

the milk and transforms caseinogen into casein. (20)
Soon after these chemioal ohanges begin, individual portions
of the gastrio oontents are foroed through the pylorus into the
duodenum.

As soon as an acid medium is present in the duodenum,

the pylorus closes up through a nervous reflex aotion and remains
in firm contraction until the chyme becomes neutralized and alkalinized by the secretions of the liver and the panoreas.

Thus

the evacuation of the stomach is regulated from the duodenum. (8)
~ter

the chyme acquires an alkaline reaotion, a new phase of

digestion sets in, carried on by the bile and the ferments of the
pancreas.

One ferment of the pancreas is trypsin, the

ac~ion

being similar to pepsin, but only effective in alkaline medium.
Another ferment of the pancreas is amylolytic and nearly identical
with that in the saliva, converting starch into dextrin and maltose
SteapSin, or lypase, the lipolytic ferment, acts together with the
bile upon the different fats, emulsifying them and splitting them
into glycerin and fatty acids.
The secretion of the glands within the intestinal wall contains
the ferment enterokinase.

This ferment assists very powerfully

the digestive action of the pancreatic juice and bile.
Summing up, it can be said that the chemical change of the food
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through digestion represents a hydrolytic cleavage into sUbstance
which are soluble in the digestive juices and are rendered absorbable.
With regard to the absorption, it can be briefly stated that
the stomach plays but a minor part in this connection.
sorption of water

tr~ough

The ab-

the walls of the stomach is hardly per-

ceptible, while alcohol, dissolved sugar, and -peptones are absorbed
in small quantities.

In the small intestine, the absorption of

sugar, albumoses, peptones, and fats takes place on an extensive
scale.
The colon takes no part in the process of digestion, but does
playa very important role in the process of absorption.

The chyme

which has already undergone digestion in the stomach and small
intestine, is, as has been stated before, emptied into the large
bowel in a fluid state, but during it's passage through the cecum,
ascending, transverse, and descending colon and the sigmoid flexure
the water and other absorbable portions of the chyme are rapidly
taken up, and by the time the feces or non-nutritious part of the
intestinal contents reach the rectum, it has a semisolid or firm
consistence. (20)
In studying the functions of the lower bowel, the fact must not
be overlooked that the rectum possesses remarkable powers of absorption.

In fact, the constitutional effects of some drugs are

more quickly obtained when introduced per rectum, and in some
cases a smaller dose is required than when they are
way of the mouth.

ad~inistered

The most striking example of absorption in the

rectum and colon l-g:-shown in the benefits derived from enemata of

by
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,;,'varm saline solution after profuse hemorrhage or for the relief
of surgical shock. (4)
Furthermore, the. colon seems to be the place for the absorption
of toxic substances developing in the course of abnormal decomposition of proteins.

This seems to be due to the influence of pro-

longed bacterial putrefaction or the presence of abnormal types of
bacilli, which produce in the body effects of toxic nature.

T,his

so-called auto-intoxication is becoming more and more generally
recognized as a cause of certain obscure diseases.

It is well to

remember that the colon plays a very important part in this connection. (4)
,

/

After having outlined the chemical changes of the food and it's
absorption, we must now consider that part of the digestive work
by which is carried out the mechanical division and transportation
of the food through the digestive tube.
Through mastication and through the kneading action of the
stomach, assisted by the decomposing effect of the gastric juice,
the food is of semiliquid consistency when it enters the duodenum,
but the chyme still contains coarse particles of food, and it is
left to the perstalsis of the intestine and the actimn of the pancreatic and intestinal juices to complete the transformation of the
chyme into a sticky liquid mass.
the small intestine.

As such, it appears throughout

It shows alkaline reaction and light yellow

coloring from the biliary pigment, and as yet does not develop any
fecal odor.
Arter reaching the colon the intestinal contents show a dark
brown coloration due to the transformation of bilirubin into
hydrobilirubin, and begin to assume the fecal odor, which is mainly
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the odor of skatol.

The reaction becomes neutral or slightly acid

and the protein putrefaction through bacilli beoomes apparent.
From being still fluid, or nearly so, the feces assume a more
and more solid shape in their further descent through the transverse colon, and downward, as a result of constant loss of water.
In the sigrtloid flexure the feces are prepared for final expulsi0l?into the rectum and from the body.

If detained for an undue length

of time in the flexure, the fecal matter is apt to harden and
solidify to such an extent as to interfere seriously with normal
defecation. (20)
Peristalsis.
A study of the methods by which the stomach and the small and
large bowel propel the chyme and feces through their various convolutions and angulations is not only interesting, but absolutely
essential to a oomprehensive understanding of this work.
The stomach is the first reservoir of the alimentary canal
where the food remains for several hours, being kneaded and mixed
with the gastriC juice.
Under normal conditions, shortly after meals, constrictions
make their appearance in the middle of the stomaoh, moving in a
peristaltic wave toward the pyloric end and thus expelling first
only liquid oontents, then also the semiliquid parts.

At the end

of the digestive function of the stomach, everything contained in
it , including coarse particles, has been expelled. (6)(9)
The peristalsis of the stomach is automatic, and contractions
ocour even if the organ is cut out of the body_

It's motility is,

therefore, governed: from within it's walls, but the rhythm of it's
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peristaltic waves is subject to increasing or diminishing nervous
control. (7)
The peristaltic action of the intestines begins at the duodenum, but is not continuous throughout the length of the small
bowel, as one would expect, for it is very active in one segment,
while the adjoining piece remains inactive. (10)
Pronounced peristaltic action occurs simul ta.neousl y in several
almost equally divided segments of the gut, while the intermediate
portions of the bowel remain in a quiescent state.
The purpose of peristalsis is three fold:

(a) to mix the chyme

thoroughly with the digestive secretions; (b) to facilitate absorption and (c) to move the intestinal contents toward the colon.
(10)

Peristalsis of the gut is automatic showing motility even

if entirely separated from nervous connections, unless the plexus
mesenterious is injured.

The reflex action of peristalsis is large-

ly dependent upon Auerbaoh's and Meissner's plexuses located between the muscular layers and in the submuoosa respeotively, the
first named plexus reoeiving the impulse and transmitting it to
the other which sets the mechanism in motion.
The movements of the intestine are four-fold:(1) Pendulum movement, produced mainly by the longitudinal
muscle.

A part of the gut a few inohes long rotates back

and forth in it's longitudinal axis without a noticeable
ohange in it's lumen.
(2) Rhythmic

se~~entation.

At

re~Jlar

intervals simultaneous

oonstricttons of the gut appear.
(3) Peristaltic waves-,fwhich run over a greater or less part of
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the gut in such a way that a marked contraction of the
circular muscles continues toward the anus.

Simultaneously

the part of the gut below the constriction becomes dilated.
These waves are only a few inches in length.
(4) Rolling movement, peristaltic waves, through which the
contents of the intestine are carried about five to six inches toward the anus. (10)
The above mentioned variedmovements are especia.l1y noticeable
in the small gut, and under normal conditions carry the food from
the duodenum to the cecum within two to six hours.
The movements of the large intestine are slower and less frequent, and can transport the contents of the cecum into the rectum
within twenty to thirty hours.

Beside the waves toward the anus,

there appear in the colon, especially in the ascending part, waves
in the opposite direction, so-called anti-peristaltic, which occur
about once in a quarter of an hour, lasting a few minutes.

They

contribute to move the contents of the cecum and of the ascending
colon back and forth.

By this action they facilitate watery absor-

ption, which is especially pronounced in this part.

The cecum,

therefore, represents the second reservoir of the digestive tract.
(12 )

Feces and Flatus.
Feces.- The amount, consistence, shape, color, and reaction of
the feces is variable, being subject to change in both health and
disease.

The healthy individual should have at least one copious

fecal evacuation in every twenty-four hours; the average daily
discharge is from

fon~

to six ounces in weight and should be com-
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posed of about 75 per cent of water and 25 per cent solids. (4)
The eVacuation in health is of a firm or doughy consistence
and is cylindric in shape;

the feces have a light or dark brown

color, an offensive odor, from skatol (due to putrefaction), and
ordinarily an alkaline reaction.
Under normal conditions the human passage consists of part of
the digestive juices and the residues of the food which have not
been or could not be absorbed, bacteria, a srnall amount of epithelial detritus, and also a small quantity of mucus.

Through

each of these factors the appearance and the macroscopic aspect
of the feces Can be more or less altered.

Defecation is a com-

plicated act, partly reflex and partly under the control of the
will, a more extensive discussion of Which will be found in the
context.
The shape of the fecal mass varies, depending upon the percentage of water;

it is usually round, about one inch in diameteJ

and from four to eight inches in length.

But when the amount

of the contained water drops down to from 50 to 25 per cent, it
loses i tfs fluid like consistenoe, and scybala, or la.rge hard
oval or small round nodular fecal accumulations are formed, which
often result in fecal impaction on account of the great difficulty
attendant upon their passage along the bowel or expulsion from
the rectum.

The normal brownish color of the feces due to bile

pigment and hematin may be changed to a light yellow during a
milk diet or bilious attack;

to a dark brown or black as the

result of the. administration of bismuth and iron;

and the evac-

uations of patients suffering from typhoid or cholera may become
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gray or greenish.

As before stated, the reaction of the feces is usually alkaline;
it must b.e rememb.ered, however, that an acid reaction is sometimes observed in perfectly healthy individuals, especially in
those who confine themselves largely to a vegetable diet;

while

in those who eat largely of meat, the feces will have an alkaline
reaction.
In the normal pass ge, remnants of the food oan be detected
maoroscopioally, such as potatoes, ourrants, strawberries, corn,
turnips, lettuce, mushrooms, carrots,
etc.

strin~

beans, oartilage,

They have no value for diagnostic purposes except in so far

as they indicate the nature of the food partaken of.

Undigested

remnants of meat, connective tissue; and fat, however, are very
important and can often be deteoted macrosoopioally.

The same is

the oase with muco-pus or blood, or with foreign bodies, oonorements, and intestinal parasites.
If the miorosoopio examination shows a large number of single
muscle fibers or many still linked together, it is a sign of some
pathologio oondition of the stomaoh or intestines.

The same is the

oase with drops of fat, or if single particles of staroh axe
found in any amount.
It is self evident that the microsoopio and ohemical examination
of the feoes will further have to decide whether there are present
any blood, pus, tubercle bacilli, pieces of tissue, muous, intestinal parasites, etc. (4)
Flatus.- The flatus of the intestinal tract is composed of several gases, which are formed as... the result of ohanges which take
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place during the digestive process. The gases play an important
part during digestion and the passage of the chyme and feces
through the small and la.rge intestine, assisting the digested and
undigested food on it's journey from the duodenum to the rectum
by stimulating peristaltic action.
Flatus is present in the intestine in both health and disease,
but exists in muoh larger quantities after meals wherein oertain
foods, such as peas and beans, have been freely partaken of.

Of

the gases encountered in the stomaoh and the small and large intestine under varying circumstanoes, the following are the best
known:

carbonic acid gas, hydrogen, carburetted hydrogen, whioh

is found only in the intestine.
The flatus is partially disposed of by being taken up by the
oiroulation, partially by being discharged from the body with the
feoes and during the intervals of defecation, and under certain
pathologio oonditions the gas of the intestine may esoape in small
or large quantities by way of the mouth.

Flatus and tympanities

are common and distressing manifestations of oertain diseases of
the oolon and reotum, such as fissure in ano, strioture, oancer,
or other affeotions with a tendenoy to narrow or obstruct the lumen
of the bowel, and catarrhal oonditions of the intestine.
It is highly interesting to watoh how the quantity of food and
it's quqlity determine the amount of gastrio juioe.

Further, it

is notioeable how the amount of gastrio juioe influenoes the panoreatic seoretion, and how, for instance, a deficiency of bile
influenoes the intestinal peristalSis and the growth of different
baoteria. (4)
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These highly interesting connections cannot be entered into in
detail here.

Only those faots may be pOinted out which have to

be taken into account when dealing with the problem of habitual
constipation.
The question is this, How is the digestive process regulated
to lead to a regular daily passage?

What factors govern the

motility of the stomach and intestines?
In regard to swallowing and the passage of food through the
esophagus, there is not much to be said.

It must be mentioned,

however, that the manner of mastioation greatly influences the
digestion.

The better the food is masticated, the more mechanical

work is done and the easier is absorption and assimilation within
the stomaoh and intestines.

Persons who masticate their food

unusually well show a tendency to a less frequent &nd smaller of
passage because of the thorough absorption which takes plaoe.

In

the stomaoh and in the intestine the peristalsis is stimulated
meohanioally and chemioally;

meohanically, through the weight

of the food and it's consistency.
strongly than liquid.

Solid food stimulates more

Gas stimulates through it's

power and has a partly chemioal action.
stimulants.

distending

002, OH4, BaS are strong

Substances which undergo fermentation easily and the

presence of the corresponding bacilli will stimUlate peristalsis.
All the digestive juices act more or less as ohemioal stimuli
and most of the absorbed substanoes have the same effect.

Any

substanoe of unusually warm or oold temperature will act as a
stimulus, henoe the common use of a glass of hot or oold water on
an empty stomaoh to

pro,!9,~e

a passage.

The lower part of the
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small intestine and the colon receive under normal conditions no
solid particles.

If, therefore, through a lack of gastric juice

(achylia.) coarse pa.rticles reach the ileum, they will induce this
part to a livelier peristalsie.

On the other hand, for obvious

reasons, a very powerful quality or an abundant amount of gastric
juice will lead to a diminished intestinal peristalsis.

The more

insoluble particles contained in the food, the more frequent the
passages.

The indigestible cellulose of the vegetables and fruits

is very valuable in this respect.

Absorption if unusually aotive

diminishes the amount of the intestinal contents and leads to
infrequent passages, hence the retardation of the bowels after
perspiring.

Poor absorption increases the amount of the contents

and acoelerates passages, henoe the diarrheas observed in atrophio
conditions of the intestines, liver, Bright's disease, etc.
A good general ciroulation favors peristalsis, hence the irregular evacuations of those whose bodily exercise is not sufficient.
The more fat in the intestine, the easier it is for it's muscles to carry the contents along the lubrioated walls, besides
this, the fat is split up, especially in the colon, through bacterial aotion into glycerin and fatty aCids, both SUbstances being
local stimuli for the intestine.

This explains the effeot of oil

enemata.
Besides the locally acting contents, stimuli arise outside of
the intestinal canal which lead to reflectory action upon the
bowel motility, such as, for instance, cold feet or short cold
applioations.

It was mentioned above that the automatio peristal-

sis of the intestine-is under the control of nervous centers in
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the spinal cord and in the brain. (4)
Summint up, it is evident that in health the peristalsis of
the digestive tract will lead to the regular elimination of it's
contents, occurring once in 24 hours in the great majority of cases
provided enough food is
"

consu~ed,

this
food oontains enough res.,

idue, and the ohemioal digestion takes it's normal course.

Each

of these faotors is oapable of disturbing the normal evaouation
of the bowels as soon as it transgresses the physiologio limits.
Later on we will have to point out in detail those disturbanoes
whioh aocount for impaired motor funotion of the alimentary canal.
The intricate prooess of digestion, the general outlines of which
have thus been briefly sketohed, is oomplicated still further by
the relationship and interdependenoe of it's various phases.

In

order that this task be successfully accomplished, it is essential
that the many different oomponents of the digestive traot work
together in that beautiful harmony of forces which maintain health
and life itself. (20)
Defeoation.
Having pointed out the changes w!:ich occur during the passage
of the food from the mouth to the sigmoid flexure, and discussed
the manner in which it is propelled thus far along it's course, it
remains now for me to describe the method by which it is discharged
from the sigmoid flexure into the rectum, as well as the mechanism
by which the non-nutritious or exoremental matter is expelled from
the body.
The aot of defecation is very compliaated, and is partly voluntary and partly involuntary.

Itts beginning and completion are,
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in the main, under the control of the will, while the intermediary
stage is the result of involuntary mechanism.
It's location, length, angulations, attachments, curves, and the
narrow ring-like junction with the rectum all help to make the
sigmoid flexure the ideal p rt of the gut, wherein the feces may
accumUlate and be retained until the time for defecation arrives.
After a sufficient qUBJnti ty of feces and gas have collected in the
sigmoid colon, it starts up peristaltic action.

As the worm-like

movements of the colon become more pronounced, and extend along
the colon from above downward, the sigmoid flexure, under normal
conditions, is lifted up out of the pelvis and the feces are forced
through 01Beirne 1 s sphincter into the rectum.
Up to the time the excreta leave the sigmoid flexure, there is
no desire to go to stool, but just as soon as the feces or gas are
discharged into the rectum and enter the anal canal, an impera.tive
desire to evacuate the bowel is created.

The exact manner in which

this peculiar sensation is produced has never been satisfactorily
explained, no one has been able to demonstrate clearly what causes
it, and it is not known whether it is due to pressure, distention,
chemical changes, bacterial action, or to other causes.

Gant has

treated many cases of constipation in which the desire to empty
the bowel was produced by irritating discharges, both slight and
profuse, coming from the colon or

si~aoid.

Again he has known the

sensation to be induced by polyps, hemorrhoids, stricture, foreign
bodies, and pressure from tumors, both within and without the
bowel.

In view of these clinical facts and others which might be

mentioned, it would seem that the desire to go to stool is not
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produced by anything which enters into the composition of the
feces and flatus.

On the other hand, it is most likely thatthis

indescribable sensation is the result of an irritation of the
nerve elements induoed by the discharge into the rectum of liquids,
solid feces, or gas, which cause more or less pressure in, or
distention of, the rectum.
If this warning of the approach of the feces is appreoiated
and the contents of the reo tum are promptly expelled, all is well,
but, on the other hand, if the desire to go to stool is ignored day
after day, the mucous membrane soon loses it's sensitiveness, the
muscular coat becomes weakened, and as a result large quantities
of fecs.l matter may accumulate in the rectum wi thout causing an y
desire at all to evacuate the bowel.

The stimulus of this peculiar

sensation, however vroduced, is transmitted to the proper center
in the spinal cord by means of the hemorrhoidal and inferior mesenteric plexuses, and is then reflected to the musculature of the
rectum through the pudendal plexus, resulting in relaxation of the
external sphincter, a contraction of the muscular coat of the
bowel, and extrusion of the feces.
In the intervals of defecation the anal sphincter remains in
a state of repose or passive contraction.

The center which con-

trols the sphincter and, in a large measure, the act·of defecation,
is situated in the lumbar enla.rgement of the cord, and may be
voluntariiy stimulated or in a slight measure inhibited.

Destruc-

tion or injury to this part of the cord causes a permanent relaxation of the muscle, while a similar condition of affairs if
located in the dorsal

r~~lon

induces only a temporaxy relaxation •.
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To a oertain extent, the sphinoter muscle is influenoed by a
oenter in the brain, supposedly looated in the optio thalamus,
and whioh is usually under the control of the will, but under
certain emotions, as rage or sudden terror, the sphincter may beoome relaxed and an involuntary evacuation of the feces may oocur.
Under ordinary circumstances, by the aid of peristaltic aotion
with the contraction of the muscular layers of the rectum, together
with the assistance rendered by the levator ani and sphincter
mUSCles, an evacuation may be quickly secured.

When, however, the

fecal accumulation is abundant, of large size and very dry, defecation is more difficult, and the abdominal muscles must be
pressed into service.

In some instances but slight pressure is

reqUired, but in others, espeCially in cases where the feces are
oomposed of less than 50 per oent of water, great pressure is
necessary to dislodge them from the sigmoid.

Under such oircum-

stanoes, in order to complete the aot of defecation, it is neoessary that the diaphragm should be forced downward, and that the
abdominal muscles shOUld be drawn imvard to their utmost, crowding the intestines together, thereby stimulating peristalsis and
helping to force the exorement out of the sigmoid and through the
rectum.

The importanoe of abdominal nressure in defeoation is

easily understood by those familiar with the anatomy of the sigmoid flexure.

A large part of the sigmOid remains in the pelvis

during it's empty state, but as the feces accumUlate it rises up
to the pelviC brim, and under these ciroumstances will be found
more frequently upon the right than the left side of the median
line.

It is

hardl~Lnecessary

to add that certain pathologio con-
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ditions and abnormalities, such as intestinal angulation, adhesions
stricture, or diseases which excite spasm of the levator ani and
sphincter muscles, are those which tend to diminish peristaltic
action and glandular secretion, frequently rendering the evacuation
of the bowel difficult in some cases and almost impossible in others

(4).
The mechanism of the act

of defecation is a.s follows:

When the

proper time for stool has arrived, through a voluntary effort the
glottis is closed after an inspiration, the diaphragm is forced
downward, and the abdomina.l muscles (especially the internal oblique) are drawn inward, compressing the viscera and propelling
the feces on their downward course.

Immediately after their exit

from the sigmoid they come in contact with the uppermost Houston
valve, on the left rectal wall, where they may be arrested

tem-

porarily, or immediately glide off to fall upon the next valve on
the right anterior wall, and from here, in the same manner, they
pass to the lowermost valve on the left side, and then to the fixed
I'ecturn.

This arrangement permits of a sort of rotatory and step-

by-step descent of the feces, thus giving the levator ani and
sphincter muscles time to prepare for their approach.

The feces

are pushed toward the anal canal and levatores ani mUscles, drawing the anal canal upward and over them.

At this point peristalsis

and pressure by the abdominal muscles are increased, forcing the
feces downward, the sphincter muscle voluntarily relaxing to allow
of their passage, while the levator ani contracts and closes in
behind them, thus assisting in the completion of the act of defecation.

The strongest factor in the propulsion of the feces through
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and out of the rectum during defecation is a progressive invagination or rolling downwa.rd of the bowel into the rectum, which acts
like a piston and drives the feces before it, similar to the act
as seen in a horse.

This action can be obwerved by inserting a

sigmoidoscope and gTadually withdrawing it, as the patient strains
as if at stool, when the bowel may be seen closely following the
instrument down to the anus. (4)

~

Writers generally agree that when the desire to empty the bowel

is disregarded the sensation may pass away.

Because of this, and

the fact that by digital examination the rectum in such cases is
sometimes found empty, O'Bierne was led to believe that the feces,
when not evacuated at the proper time, were returned to t,he sigmoid by reverse peristalsis.

This has -been shown not to be ,,·the

case in every individual however.

Further evidence of reverse

peristalsis are fecal vomiting in cases of obstruction, the remOVEd

by laparotomy of foreign bodies introduced into the rectum

some days before, and the discharge of blood clots, the presence of
which in the rectum previous examination, both digital and per
rectoscope had failed to reveal.

Again, the lower rectum may be

found empty, but reetoscopic examination will reveal the feces
above and supported by the valvas.

Moreover, if the entire fecal

mass is not discharged at stool, the remaining portion is sometimes visible above the valve. (14)
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DEFINITION

Constipation cannot be clearly defined, for the reason that
there are not only different kinds, but varying degrees of each
type.

As generally interpreted, constipation may be described

as a chronic state of the intestine marked by delayed, infrequent,
insufficient, or irregular fecal evacuations.
Physiology teaches us that every healthy individual should have
a copious well-formed fecal evacuation, weighing about six ounces,
once in every twenty-four hours.

While this rule will hold good

in most instances, clinicians know that the daily stool is not
essential to good health in some individuals, experience having
shown that some patients may have but one evacuation in every two
or three days or at even larger intervals, and yet remain apparently well, whereas others may have two or more stools in twentyfour hours and continue in good health. (4)
CLASSIFICATION

For purposes of clinical study, constipation may be classified
as acute and chronic.
Acute constipation is of rare occurrence, manifests itself
suddenly, is frequently qccompanied by grave local changes in the
intestines, such as

.,,---

necrosisfQ"v,-i~

dangerous, and usually

requires prompt surgical interference.
Chronic constipation is more prevalent, develops slowly, and
is induced by organic changes, impairment of the general health,
or local disease of the bowel.
In this connection, I will call attention to obstipation and
fecal

impactio~'L

Obstipation is the name given to a special variety of constipa-
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tion brought about as the result of some mechanical obstruction
of the free passage of feces through the intestines, as, for example, congenital deformities, stricture, pressure by neighboring
organs, tumors, foreign bodies, hypertrophy of the reotal

\~lves,

angula tion, etc.
By fecal impaction is meant a oondition marked by the aocumulation within the intestine, from whatever cause, of large, hard,
semisolid or putty-like oval or noduler fecal masses, whioh resist
natural efforts at expulsion. (4)
I will not discuss obstipation and feoal impaction further because my paper would become too involved.
ETIOLOGY
General Remarks on Etiologx-- I doubt if there be any other
ailment characterized by so many and varied etiologic factors as
constipation.

Oostiveness should not be considered as a disease,

but as a manifestation of some disturbance or irregularity in the
intestines or in some other part of the body.

If this view is

accepted, and the proper measures are taken to remove or correct
the cause of the delayed or insufficient evacuations, marked improvement or a-permanent cure will be aooomplished in every instanoe. - This being the case, it is absolutely essential that
physicians who treat constipation should have a comprehensive
knowledge of the many factors entering into it's causation. (4)
It is considered by many that constipation is due to some
particular cause and can be cured by a specific treatment.

Some

attribute the cause to local disease of the rectum and anus, and
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would relieve it by stretching the sphincter, removing piles, or
dividing the rectal valves.

Others attribute the costiveness to

gastric and intestinal indigestion, reflex nervous disturbances
or atony of the intestine, and prescribe accordingly - medication,
massages, or electriCity, etc. (4)
It is true that constipation may be induced by anyone of the
above named and other causes;

it is also true that in some

instances a cure may be effected by carrying out a particular line
of treatment.

But in the experience of Gant there is usually

more than one cause for constipation and no one treatment is
universally successful.
I will not attempt to discuss in detail all the etiologic fac(;/ tors which axe said to induce constipation, for this alone would
require a large volume.

I will, however, call attention to the

most frequent and important among them.
After a brief mention of the etiologic factors in the acute
form, the causes of the most common and pernicious or chronic
type of constipation will be discussed in greater deta.il.
Etiology of Acute Constipation.- The passage of the feces may
be suddenly arrested, inducing partial or complete intestinal
obstruction.

This aoute constipation is the result of functional

disturbances, interference with the up-ana-down motion of the
/

diaphragm (acute disease of the lungs, etc.), inf lama tor y exudates
/

(peritonitis, typhoid fever, pelviC inflamation, Vetc.), local
disease in or in close proximity to the small intestine, colon,
rectum, or anus, and diseases of the nervous system (acute mania,
:1

meningitis, apoplexy,--hysteria, ltc.), when there is involvement
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of some oentex in the bxain

orcord~

supplying the gastro-intestinal

or injury to the nerves

txaot~

leading to diminished

peristalsis, and seakening ox paralysis of the muscles conoerned
in defecation.

Again, it may be induced by acute infectious

diseases, affections of the liver (absence of bile in the intestine, gall stone,

~;)

traumatism of the intestine, lead poison-

ing, and lack of opportunity ox inclination to attend to the
hygiene of the bowel.
The most frequent direct causes of acute constipation axe:
Intussusception, volvulus, angulation, stxangulation, tumefactions,
adhesions, pressure from neighboring organs or morbid growths,
congenital malformations of the intestine, foreign bodies and
en teroptosis. (4) (21)
Etiology of' Constipation in Childhood.- Before dismissing this
subject, I wish to call attention to the more important causes of
acute constipation in early life.
Gant regards the great length of the intestine, it's long mesentery, and poorly developed musculature as frequent predisposing
causes of constipation of the acute type, for the reasons that
the two former favor angulation, enoourage invagination, enteroptosiS, and volvulus;

while the latter is oonduoive to oostiveness,

owing to the very poor oontraoting and expUlsive power of the
bowel.
Aoute obstipation not infrequently results from congenital
malformations of the colon, rectum or anus, where a part of the
bowel is missing or teErlnates in a blind sac, or where there is
partial or complete obstruction to it" s caliber induoed by fib-
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rous bands or striotures.
Perhaps the most oommon oauses of oostiveness in ohildhood are
ignorance or indifferenoe of parents, who permit their ohildren
to eat any and everything they desire, and who make little or
no effort to seoure for them a daily evaouation.
Etiology of Ohronio Oonstipation.- The numerous and manifold
faotors whiohenter into the etiology of ohronic oonstipation

are

very well brought out in the following list of oauses.

PREDISPOSING OAUSES
~l) Heredi ty.

(~l·

(7) Stasis.
(a) Reotal stasis.
(b) Asoending stasis.
(0) Transverse stasis.
(d) Ileal stasis.
(8) Impairment of the abdominal
muscles.
(9) Atony of the Intestine.

Sex.
Age.
(4 Oocupation.
(5 Upright position.
(6 ) Chronio invalidism.

DETERMINING CAUSES

(1) Dietetio Faotors.

(2 ) Irregularity in attending stool.
(3) Inoonveniently looated or improperly constructed water

olosets.

(4 ) Drug and enema habi ts.
(5) Ohemioal and Medi~inal causes.
(6 ) Colitis, sigmoiditis, and proctitis.

MISOELLANEOUS OAUSES
(1) Psychio influenoes.
Obstructive Oauses.- Beoause of their large number and importanoe I oannot weave them into this discussion, and wish only to
point out their existenoe and plaoe for consideration in any
aocount of constipation.

As I have previously noted, the obstruo-

tive oauses are more properly inoluded under the heading of obstipation.
Predisposing Oauses
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Heredity.- Constipation ma.y or may not be the result of heredity.

In the opinion of many, this condition in a very large

majority of the cases is acquired.

In such cases one will be able

to obtain a history showing that the parents, grandparents, and
sometimes great-grandparents and various collateral members of the
family had been similarly afflicted.
While one cannot inherit tuberculosis, it is generally admitted
that the children of tuberculous parents inherit a predisposition
to this disease.
Many of the children of constipated parents suffer from this
complaint from infancy, and it does not seem unreasonable to
assume that the defect causing the oonstipation - be it a displaced
or deformed bowel, a sluggish liver, a weak intestinal mUSCUlature,
or glandular inactivity - is transmitted from parent to child.
That the influence of heredity is a strong one, and that habits
existing for but a few generations may exert a marked influence
upon the individual descendant, is a fact illustrated in the tapestry weavers of France.

The beautiful work produced by children

whose ancestors for several generations have been tapestry weavers
cannot be duplicated by children whose forefathers have been
artisans in other lines.

Although these children may have bad

equal training and an equal experience, a certain indefinable
dexterity or talent is lacking, and this subtle superiority of the
tapestry weaver's child appears to be a matter of heredity.
Certain other faotors predisposing to costiveness, although
perhe~s

partly a matter of education, are inherited as a perni-

cious legacy, perhaps from indifferent or ignorant parents, such
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as an appetite for foods that constipate, or a distaste for healthful and invigorating exercise, or a mental attitude of indifference to proper bowel hygiene.
In all probability though, according to Gant, too much stress
has been placed upon heredity as a cause of constipation, since
in most cases some other cause or causes can be demonstrated upon
sufficiently close examination.
Sex.- Women suffer from constipation much more frequently than
do men, and there are many good reasons why this is so.

Their

mode of living is conducive to constipation because they are more
confined to the house, take relatively little outdoor exercise,
and must necessarily lead a rather sedentary life.

Their manner

of dressing, especially tight laCing, has much to do with producing this constipation;

as the corset prevents the normal develop-

ment of the abdominal muscles and interferes with their expulsive
power.

Again, this outside pressure may interfere with the fecal

current by producing twists and angulations in the gut, or by
forcing the stomach, small and large intestines, and possible other
abdominal organs downward into the lower abdomen and pelVis, not
infrequently bringing on enteroptosis.
Many women experience a more or less marked tendency toward
constipation in the week preceding the appearance of the menses,
and this may be referred either to the premenstrual pelvic congestion or the loss of water in the stools due to the generally
increased excretion of urine and perspiration at this period.
Pregnanoy is an important etiologic factor in producing infrequent evacuations because of the gravid uterus whioh presses upon
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the intesine, producing obstruction to the free passage of the
feces, and which weakens the

abdo~nal

muscles by stretching and

separating the muscular fibers, thereby diminishing their expulsive
powers during the act of defecation, both during and following
pregnanoy_
In many cases costiveness may tie due either to ovarian, tubal,
or uterine disease or inflamation, with their sequelae, tumefaction
and adhesions, resulting in immobility, angulation, or obstruotion
of the intestine, or the imperfect evaouations may result from
pressure or

encroaoh~ent

upon the reotum and sigmoid flexure caused

by uterine displaoements or tumors;

or in oertain instances, as

Murray has pointed out, oonstipation may result from the pouohing
of the lower bowel and formation of a rectocele. (2) (17)
Another ve1/Y frequent source of constipation in women is false
modesty, or their squeamishness about being seen going to the toilet
while in public places, no matter how strong the desire to empty
the bowel may be;

a practice which must necessarily lead to irreg-

ular evacuations.

It is said that European women do not suffer

so frequently from constipation as their American sisters.

This

in part may be attributed to the fact that they do not hesitate to
go to the water-closet when they have a desire to go to stool,
independent of the fact that they may be a member of a party or in
some crowded place, as a restaurant or theater. (4)
Age.- This is not infrequently a predisposing cause of oonstipation.

Elderly persons and babies are more prone to costiveness

than are older children, young adults, and persons in middle life.
The aged are frequent sufferers from this complaint because of their

-49-

lowered vitality, atrophied musoulature, glandular inactivity,
poor assimilation, and impaired digestive apparatus;

again, be-

cause they eat little and take but little exercise, and for the
reason that they are frequent sufferers from enlarged prostate and
hemorrhoids, which excite sphincteric contraotion.
The persistent constipation frequently enoountered in infants
and young children may in many instances be attributed to anatomic oauses, beoause the great length of the bowel and it's
mesentery predisposes the bowel to twists, angulations, invaginations, and prolapse, thus preventing the proper disoharge of the
feoes;

further, because in the very young the fibers are poorly

develoned, the bowel is composed almost wholly of muoous membrane,
and consequently there is deficient peristalSis, and the expulsive
powers are imperfect.
Again, the insuffioient and infrequent evaouations may be induoed by oongenital displaoements of the gut or deformities of
the oolon, rectum, or anus, aooompanied by partial or oomplete
obstruotion, induoed by fibrous oords, narrowing of the anus, or
absenoe of SGme part of the intestine, where it terminates in a
blind pouoh, or opens into the urethra, vagina, or bladder.
The natural position of the infant on it's baok is oonduoive
to oonstipation, beoause in that position it is impossible to
bring the abdominal musoles into play during defeoation.
In many instanoes costiveness in ohildren is traoeable to artificial, irregular, or overfeeding, or to improper foods, espeoially
when there is not suffioient fat, and in bottle fed ohildren,
where the ingredien-ts are not in proper proportions.

In other
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cases the infrequent stools are the result of carelessness upon
the part of the mother, who does not take sufficient pains to
secure a regular daily evacuation, but prefers to resort to purgatives and enemata to secure temporary periodic relief, and in
so dOing encourages irregularity on the part of the bowel.

Too

much stress cannot be laid upon the necessity of properly educating
young children to go to the closet and endeavor to secure a full
and complete evacuation at the same hour each day_ (4)
Occupation and Environment.- The occupations and surroundings of
the individual plays a much greater part in the production of constipation than is generally supposed.

It is an unquestioned fact

that farmers, laborers, gardners, etc., who work in the open air
suffer less frequently from constipation than do persons whose
occupation involves but little if any manual labor, and keeps them
confined within doors, where there is an insufficient amount of
oxygen.

It may be stated with equal truth that business and

professional men who take a liberal amount of recreation, devoting
their time to golf, tennis, horseback riding, rowing and walking
are less apt to be con.stipated than others who have the same vocations, but keep steadily at their work from force of circumstances
or because they are indifferent to the importance of mental relaxation and active outdoor exercise.
Constipation, for the same reasons, is of noticeably less frequent occurrence among baseball and football players, SWimmers,
and field and track athletes generally, and among the Germans,
nearly all of whom are members of some "Turn Verein. 1I
Attention has already bee-no·,called to the fact that women are the
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most frequent sufferers from constipation, the result in a large
measure, of their indoor life andlack of active exercise.
The occupations of conductors, brakemen, firemen, engineers,
porters, mail clerks and motormen predispose to constipation because of the irregular manner of life they lead.

It is impossible

for such employees to have a regular time for eating, sleeping,
and attending to the calls of nature.

It not infrequently happens

that men who have just returned tired out from a long or delayed
trip, find themselves compelled to take the run of some one who is
sick or who has been discharged, without being given time to eat
or sleep.

The stop for meals at railway stations is usually from

15 to 20 minutes, and part of this time is taken up with the respective duties of the train crew, leaving them, as a rule, not
more than ten minutes in which to eat.

Consequently they run into

the dining room or to the lunch counter and gulp down in ten minutes a quantity of food that should require at least one-half or
three-quarters of an hour if properly eaten;
a rate of 45 miles per hour or more.

then off they go at

Naturally, then, the irnprop-

erly masticated food, insufficiently mixed with saliva, is forced
into a seasick stomach and interfering this with normal digestion.
Another common source of constipation among railway employees
is that they defer an action from hour to hour, or from one day
to another, sometimes through gross carelessness on their part,
and again because their duties will not permit them to take sufficient time to empty the bowel.
Among others whose occupations predispose to constipation may
be mentioned

paint,~metal,

chemical, and stone workers. (4)
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Upright Position.- The erect position so constantly assumed by
man may be put down as one of the predisposing causes of constipation;

for the reason that it favors the dropping downward and

crowding together of the abdominal viscera, oausing enteroptosis,
espeCially in predisposed individuals, which is invariably accompanied by insufficient and infrequent evacuations.
In this connection I might call attention to the faot that the
large veins of the rectum have no valves to support the column of
blood, consequently in the upright position these vessels become
dilated and weakened, resulting in the formation of hemorrhoids,
which favor infrequent evacuations by obstructing the lumen of
the bowel and by keeping the lower bowel in an inflamed or irritable
condition.

Finally, the upright position assumed by man permits

the fecal mass, after it has escaped from the sigmoid flexure and
passed the rectal valves, to fall down and rest upon the anal
muscles, eventually resulting in hypertrophy of the levatores ani
and sphincter mUSCles, with difficult defecation. (4)
Ohronic Invalidism.- Ohronic invalidism, actual or feigned, is
a frequent and indirect cause of oonstipation.

Most persons who

have been confined to the house or to their beds for a period
covering several months or years, suffer to a greater or less
extent from costiveness, irrespective of the disease of which they
happen to ne victim, and the same rule applies to individuals who
are not really sick, but believe they are or would make others
believe it.

In such cases infrequent stools are attributable to

difficulty in evacuating the bowels while in the recumbent posture
assumed by chronic inval-ids-, to insufficient exerCise, debility,
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old age, or in some cases to the drug habit, when opium, morphine,
and like agents or astringents have been used for a considerable
time.

In other cases of chronic invalidism constipation may be

the result of inflamatory diseases involving the abdominal or
pelviC organs, resulting in tumefactions, flexures, or the matting
of the intestines together, or to the other viscera, causing more
or less intestinal obstruction and immobility of the bowel.
Finally, and not infrequently, costiveness, has it's origin in
mechanical causes, such as SCars and adhesions involving the intestine, which are the sequelae of surgical operations. (5)
Rectal Stasis.- The term dyschezia has been used by Hertz to
deSignate those cases of constipation in which defecation itself
is incomplete or delayed.

The intestinal contents pass through the

colon with normal, increased, or decreased rapidity;

but having

reached the rectum or neighboring sigmoid, the fecal material remains here for an abnormally long time.

In some cases it is only

partly evacuated at defecation, so ttmt the lower bowel, instead
of being empty or nearly empty after defecation, constantly contains
fecal rnateDial (cumulative constipation).

Examination of the

rectum usually discloses the nature of the condition.

When, however

the stasis is confined to the' sigmoid, diagnosis is more difficult.
In these cases the X-ray examination shows that fecal material
remains in this portion of the intestine for an abnormally long
time.
According to Hertz there are two main causes for cyschezia: (1)
neglect to respond to the normal call to stool which leads to
distension and atgny of the lower bowel; and (2) a weakness of the
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voluntary muscles that assist defecation.

Changes in the nervous

mechanism of the lower bowel and mechanical obstruction in this
region, either from without or from changes in the rectum itself,
are also possible. (21)
Ascending Stasis.- This type of constipation is characterized
by an unusually long delay of intestinal material in the ascending
portion of the large intestines.
24 to 48 hours or even longer.

Here material may remain for
Once past the ascending colon the

material may proceed in normal manner.
The cause for such an abnormally long delay in the proximal
portion of the colon 1s uncertain.

It may be due to atony or

increased antiperistalsis in this region, it may be due to some
difficulty in passing the portion of the intestine beyond, owing
to organic obstruction or spastic contractions, or, finally, it
may be due to an absenoe of the large colonic peristalsis which are
believed by some to constitute the normal mode of transporting
material across the transverse colon.

It is evident, however, that

even normally the ascending colon is the site of some stasis, for
the intestinal contents always remain in this region for some time.
In the a.scending type of constipation this stasis is increased.
Such stasis in the ascending portion of the colon tends to
increase digestion and absorption in this part of the intestine.
The increased destruction of cellulose and the increased absorption of water and nutritive material allow less material than
usual to proceed into the distal oolon, and as a result the distal
oolon receives less stimulation than normal.

It would appear that

in these cases partioularly thefeoes contain. less nutritive
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m~terial

than normal. (21)

Transverse Stasis.- Less common than the ascending type of
constipation is that in which the principal stasis occurs in the
transverse colon.

This seems to occur particularly in patients

with ptosis of the transverse colon.

In some such cases the low

position of the colon or it's lack of tone seems responsible for
the constipation;

in others a kinking at the splenic flexure may

be the cause of stasis. (21)
Ileal Stasis.- In a certain number of patients with gastrointestinal complaints, and particularly in those suffering from
constipation, X-ray observations have shown that the terminal
ileum does not empty it's contents as promptly into the cecum as
it should.

The cause of this ileal stasis may be a meohanioal

obstruotion in the terminal ileum produced by malignant disease,
by adheSions, or by kinks.

Acoording to Case, ileal stasis is

not ordinarily due to meohanioal obstructions tin the terminal
ileum, but is usually due to functional ohanges in the activity
of the ileocecal sphinoter.

Normally this sphinoter prevents

the regurgitation of the oolonic contents into the terminal ileum.
~hen enemata are given the material fills the oolon but is preven-

ted from entering the ileum.

Functional changes in the aotivity

of this sphinoter may consist of spasm or incompetenoy.

Apparently

spasm of the sphinoter oauses ileal stasis in a oertain number
of oases and partioularly when, as in appendioitis, there is a
looal inflamation in this region.
According to Case, however, the most frequent cause of ileal
stasis is an

inoompetency-~f

the ileocecal valve.

On giving en-
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emata to patients suffering from various abdominal diseases, he
noted that, in approximately one patient out of six, the material
contained in the enema passed from the colon into the terminal
ileum.

In certain patients also the bismuth taken by mouth was

observed to pass into the cecum and later to return into the
ileum.

Finally, an incompetency of the valve has been demonstrated

in certain patients at operation.

The great majority of patients

who show objective evidence of ileocecal insufficiency suffer from
chronic constipation and at times from other intestinal symptoms.
The condition is frequently associated with disease of the proximal colon, and particularly with stasis in this region.

That

incompetency of the ileocecal valves should itself favor oonstipation is obvious, when we recall that this valve normally prevents the entrance of material into the ileum during antiperistaltic movements that occur in the first part of the colon. (21)
Impairment of the Abdominal Muscles.- Anything which tends to
diminish the strength of the abdominal muscles may very properly
be placed among the etiologic factors of habitual constipation,
for the reason that it lessens their expulsive powers and favors
the accumUlation of the excrement in the colon and sigmoid flexure,
which under normal conditions would be expelled.
The effectiveness of the abdominal muscles is frequently diminished as a result of pregnancy, because of the injury done to
muscles by the growing uterus, which over stretches the fibers
or causes them to separate.
Again, their contracting powers may be lessened in obesity,
from fatty degeneration of these musoles, or from atony induced
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by the pressure or the weight of the enormous added load of the
pendulous or fatty abdomen.
Finally, the expulsive power of the abdominal muscles may be
impaired through atrophy in the aged, by laceration or separation
of their fibers from direct injuries, or the trouble maybe induced
by injury or disease of the centers of the cord, resulting in
paresis or paralysis of these muscles and the collapsing of the
abdominal wall. (4)
Atony of the Intestine.- The causes of habitual constipation
are manifold and varied, and of these the most common and persistent is atony of the gut, complicated sometimes toa
less degree with atrophy.
following causes:

gre~r

or

This may result from one or more of the

Gourmandizing, eating at irregular hours, in-

dolcence, ignorance or indifference to the necessity of a daily
evacuation at a given time, lack of active outdoor exerCise, the
drug or enema habit, diSSipation, and chronic invalidism.

Some-

times atony is induced by diseases of the brain or cord, accompanied
by paralysis of the abdominal muscles, or of the intestinal musculature, or it may follow typhoid fever, cholera, ptomain poisoning, or other infectious diseases of the bowel, which through
continuous irrita.tion to the mucosa excite prolonged peristalsis
and frequent evacuations, resulting in intestinal fatigue from
overwork or repeated distention with gas. (4) (21)
In discussing atony of the intestines, Turck sa.ys: "Excessive
or prolonged distention will result in exhaustion or fatigue of the
muscle coat of the bowel wall.

In experiments on dogs prolonged

and intermittent distention of_the intestine with air results in
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the production of a toxin of fatigue, which produces atony and
dilatation.

Antitoxins generated by fatigue toxins are obtained

which neutralize the action of the fatigue toxins, which normally
occur during the period of rest.

Toxins of fatigue are not dia-

lyzable and remain where formed.

Rubbing, massage, and gentle

excercise hastens the union of the antitoxin with the toxin, resulting in recovery from fatigue. (3) (16)
Again, atony of the gut may be secondary to operations or to
peritonitis, appendicitis, intestinal obstruction, and other acute
or chronic inflamatory conditions which give rise to great distention or cause the formation of adhesions and tumefactions, which
interfere with the mobility of the intestines by binding it to adjacent structures.
In fact,' anything which interferes with the daily exercise of
the intestine, in the mucosa, or prevents a free discharge of the
glandular secretion, causes frequent distention of the gut with
gas, or induces fatigue, or interferes with defecation by causing
spasm of the overworked sphincter and levator ani muscles (fissure,
hemorrhoids, etc.) may be plaQed among the etiologic factors of
atony.
This unnatural or debilitated state of the bowel may be a primary and independent cause of constipation, but in the vast majority of cases it is secondary, and the result of other etiologic
factors in the causation of costiveness, which gradually lead up
to this condition.

Once present, however, intestinal atony can of

it's own accord cause insufficient and infrequent evacuations, independently or as the

p~sistent

cause of costiveness, after the
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things that produced this weakened and lethargic state of the
bowel have been corrected or removed.
Atony favors constipation because in this condition glandular
function is impaired, the muscular fibers have become weakened, and
their contractile power is diminished.

The muscular tone is lost,

so that when the bowel is distended with gas it cannot properly
contract to expel the flatus, and remains in a state of dilatation.
The bowel is now improperly lubricated, it's muscular wall is
flaccid, and there is not sufficient force to drive the feces at
a normal rate of progression in their downward course toward the
rectum.

(4)

In absolute contradiction to the foregoing Alvarez has never
seen a constipated person with an atonic-looking bowel, and when
his friends with large practices were put to it they were unable
to find one such Case.
"That there may still be something in the idea however, is indicated by the work of Larimore who has gone at the subject more
systematically than have most of his predecessors.

The difficulty

even with is careful measurements is that any two men of experience
would probably, in many borderline cases, differ as to what is
tonic and what atoniC;

and furthermore, if he bad done his work

with barium meals and not with enemas, his atonic colons might
well have disappeared." (14)
In the opinion of Alvarez, the colonic muscle is never so weak
that it cannot empty the rectum.

It often fails to do so, but that

must be due to inhibition or to the absence of the proper stimUlUS.
Muller and Reeky wce::r;.e able to remove all the muscle from the
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colons of dogs without producing much disturbance.

Apparently

the small intestine was strong enough to force the material onward
through the inactive segment. (14)
Suastic Intestine.- Spastio constipation as described by the
older writers ooours particularly in certain nervous individuals,
in gyneoologioal patients, in heavy smokers, etc.

It is chara-

cterized by attacks of pain, tenesmus and tenderness on pressure
over the colon.

X-ray examinations have shown that spastic con-

tractions of the large intestine are partioularly common in the
transverse and descending portions of the colon.

The contents may

be drawn out into narrow bands, the haustral setmentations may be
unusually marked or the fecal material may be divided into numerous small balls.

Evidences of spasm in the proximal colon are

less frequent.
Neither the appearance of marked constrictions in the colon nor
the appearance of lack of tone is necessarily accompanied by constipation.
diarrhea.

In fact, as we shall see, either one may accompany
It seems certain, therefore, that the objeotive evidenoe

of spasm or of atony oannot in itself be the sole cause of constipa tion. (al)
Although I am in no position to comment upon this condition,
I Wish to point out a possibility which was brought out ina leoture by Dr. Lowell Dunn of the University of Nebraska College of
Medicine, and whioh is supported by Alvarez. (14)

Let us assume

that a spastic colon may exist as a result of a very sensitive
muoous membrane upon which any coarse material will cause a stimulation, as a resu11L_of the irritation, and throw the colon into a
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state of spasm.

Under suoh oonditions the normal residue from

vegetables, cereals, etc., as well as the irritating chemicals of
most cathartics would, we may assume, only increase and aggravate
a more intense-spasticity and ultimately either constipation or
diarrhea as Hewlett has pointed out.
In any event, as Dr. Dunn pOinted out, the remedy would be to
pure'e a.ll vegetables and avoid cathartics.

lam not aware of Dr.

Dunn's results with this therapy, but I can cite one case to
illustrate:

A young white male 27 years of age had been consti-

pated all of his life;

his people before him were so afflicted

and he took it as a matter of course.

He tried every remedy and

had a monthly doctor bill for "colonic flushes."

He induced his

wife to purete his food an really was able to move his bowels in
a ma.nner he didn't

dre&~

possible.

This of course proves nothing

except that the possibility does exist.

One must never overlook

the psychiC influence in such a situation.
Determining Oauses
Dietetic Factors.- When the food is partaken of slowly, in
proper

~~ounts,

at regular times, under cheerful surroundings, and

is well masticated, normal digestion may be expected to follow.
Unfortunately, the American people are so fully absorbed in
their bUSiness and social affairs that they have but little time
to spare for anything else;

sence, they pay very little attention

to their meals, and many eat any and everything, at any and all
times of the day and night, and as a result are frequent sufferers
from chronic constipation and other evil consequences of dietetic
indiscretions._
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Clerks, working people, business men, railroad conductors,
firemen, brakemen, engineers, porters, mail clerks, motormen and
others, whose employment is such as to prevent them from having
sufficient time in which to partake of their meals, are frequent
sufferers from chronic costiveness.

Under the circumstances, the

poorly masticated masses of food, insufficiently mixed with saliva
are hurried into the stomach and small intestine, which are unable
to properly digest them.

If this occurred but once, no evil con-

sequences might follow;

but when repeated day after day, year in

and year out, sooner or later it results in indigestion and atony
of the intestine which with it's accompanying weakened mUSCUlature,
and deficient lubrication from scanty glandular secretion, makes
it difficult for the feces to be propelled through the intestinal
traot.
Gourmandizing or overeating produces this oomplaint in much the
same way.

It matter not whether this ocours in individuals who

have a ravenous anpetit1e, or in those who have formed the habit of
eating too many meals, or whose social duties are suoh as to require them to attend lunoheons, dinner parties, and after theater
suppers, where in order not to appear impolite they eat much more
than they really want or need.
Overfeeding not only causes an overloading of the intestine with
indigestible matter favoring feoal impaotion, but overtaxes the
digestive oapaoity of the bowel and gives it no time to rest.

As

a result it beoomes sluggish and the normal evaouations are less
frequent.
Oonstipation may be seoondary to dietetio errors where the food
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consumed contains too little water, insufficient fat, or not enougb
cellulose.

Persons who partake largely of vegetables containing

oel1ulose are prone to have more normal evacuations than those
living principally upon a meat diet, for the reason that the former
tends to excite a more healthy peristalsis than does the latter;
and further, fiecause the feces are softer and more easily moved
along the intestinal tract, owing to the larger amount of water in
this than in the nitrogenous dietary.
On the other hand, constipation may follow a diet conSisting
entirely of vegetables, beoause of the large amount of residue
which remains.

Attention was first called to this by the frequent

occurrence of oat sontes and potato-husk concretions during famine
times in Scotland and Ireland.

At this time people had almost

nothing to eat except oats and potatoes, and there was such a large
. dry residue left from this diet that fecal impaction ensued.
From what has already been said, it may be inferred that a mixed
diet of vegetables and meat is more conducive

to normal evacua-

tions than is a dietary consisting of either one alone.
Patients and others who take too little food or take in a ooncentrated form are frquent sufferers from constipation, for the
reason" that the residue left is insufficient to properly stimulate
glandular and muscular activity.

For the same reason as that just

mentioned, constipation is a frequent accompanient of starvation and
malnutrition, no matter whether it is the result of a stricture or
tumor of the esophagus, stomach, or upper part of the small intestine, or referable to a rigid diet or other causes. (4) (21)
In conclusion it remains to be pointed out that constipation

----------

--_.
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may also befall persons who do not consume sufficient water to
keep the feces softened and permit of their easy passage along the
intestinal tract, or again constipation may develop if the colon
is too thrifty in absorbing food residues and water. (14) (21) (22)
Irregular Hours for Evaouating the Bowels.- Ignorance or indifference as to the necessity of having a regulartime to empty the
intestine, false modesty, inoonveniently located closets or privies
preoccupation of the mind, certain avocations, social engagements,
invalidism, and any and everything which from day to day postpones
or prevents the emptying of the bowel immediately upon the desire
to evacuate it, thus leading to irregularities in the time for going to stOol, may be classed among the etiologic factors of constipation.
The healthy individual under normal circumstances should have
one copious action each day.

The most natural and favorable time

to defecate is shortly after breakfast, for the reason that the
excrement has accumulated in the colon during the night, and the
morning meal serves to stimUlate and start up peristaltic action
which ultimately leads to defecation.
When the usual

a~ount

of food is partaken of at the customary

hours and there is nothing to interfere with fecal current, intestinal contents will be propelled through the alimentary tract with
the normal rapidity, and a regular evacuation should occur at or
near the same time each day.
This being the case, there is no reason why persons in reasonably good health should not have a regular time for evacuating the
bowel.

In fact,-- most people who have given this subject proper
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attention, or who have been taught from childhood the importance
of securing the daily stool at a certain hour, usually succeed in
doing so, and consequently they do not suffer from constipation.
Persons who are ignorant or indifferent to the importance of attending to the bowel in this way, have no regular time for going to
the closet;

for the reason that the bowel has gotten into the bad

habit of waiting the convenience of the individual or for the
stimulating effects of some artificial means to rouse it to' action ..
There is something which takes place in the bowel which excites
peristalsis and produces a feeling of desire to go to stool.

Up

to the present, it has not been determined whether this sensation
is induced by the pressure of the fecal contents, stimulation by
gases, distention, chemical changes, bacterial action, or other
causes.

It matters not what produces the inclination to empty the

bowel, but it does make a great deal of difference whether this
warning is heeded or not.

Where the impression is received and

promptly acted upon from day to day, all is well;

the bowel re-

mains in a normal condition and regular evacuations occur.

If, on

the other hand, Nature I s warning is babi tually ignored and. the patient postpones defecation to suit his convenience, the retained
feces become hard, produce traumatism to the gut, and serve to
injure the mucosa.

When this neglect of the bowel is persisted in

for a considerable time, it invariably gives rise to obstinate or
chronio constipation because it leads to atony, and as a result,
large quantities of feces may aocumulate, and in some instances
remain for days or weeks, without exciting peristaltio action or
producing the slightest desire to evacuate the bowel.
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Reading at stool is a pernicious habit and a common source of
constipation because it diverts the mind and interferes with defecation;

further, because it favors the formation of hemorrhoids

and other local disease of the bowel, owing to the straining and
unnecessary amount of time spent at stool. (4)
Inconveniently Located and Improperly Constructed Water closets
and Erivies .- Habi tual constipation may in many cases be traced to
improperly placed and poorly constructed water closets and privies.
It not infrequently happens in dwellings, stores, apartments, shops
and especia.lly in public charitable institutions, that the toilets
are not sufficient in number to meet the demands upon them, or that
they are situated in some out-of-the-way or inconvenient place,
or are uncomfortable or poorly lighted and ventilated.

All of

these inconveniences tend to encourage chronic constipation, because persons who are compelled to use such closets and privies do
so only under the most urgent needs, and at other times they choose
to defer evacuating the bowels as long as possible rather than
submit to these discomforts, or the inconvenience of going to the
toilet when it is on another floor, or is situated at a considerable
distance from their rooms or their work.
In small towns and in the farming districts there are few waterclosets, but many privies, and the latter for hygienic reasons are
usually located at a considerable distance from the house or place
of business.

They usually have uncomfortable seats and are so poor-

constructed that they admit the rain in summer and the snow in
winter.

Consequently the members of the family very often post-

pone emptying the bowels when this should be done because of in-
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clement weather or the inconvenience of going to the toilet during
the night;

or, again, because they are afraid of some one seeing

them going in or coming out of the privy.

This irregularity soon

leads to habitual constipation and the resorting to artificial
means to secure the necessary evacuations.
The seats in many water-clo·sets and privies are so high that the
feet barely touch the floor.

This interferes with defecation be-

cause it forces the occupant to sit erect, in which position it is
impossible to exert the same amount of abdominal pressure as when
in a lower seat and leaning forward.

The squatting posture assumed

during defecation by persons living in sparsely settled and uncivilized oountries is the most natural and effective position one can
take during stool, because in this position the full expulsive
powers of the abdominal muscles are brought into play.

ThiS, to-

gether with the pressure of the front of the thighs against the
abdomen, serves to stimUlate a healthy peristalsis and to press the
feces along the colon and out of the sigmoid flexure into. the rectum. (4)
DrUg

and Enema Habit.- I

my opinion one of the most common

sources of constipation in this country is the pernicious habit of
resorting to the use of drugs to secure a daily stool.

From a study

of the patients under the observation of Gant it appeared that the
American people in this, as in many other things, desire quiok action, and prefer purgation and prompt relief to other means of securing the desired evacuation, which, though slower, cause less
harm and go further toward effecting a cure.
If we except .England, there is no other country in which chronic
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costiveness is so prevalent as it is here;

and it is equally true

that in no other land do the people so frequently resort to the
indiscriminate and senseless use of medicines in order to move the
bowels.
In the Uni ted States it seems to be the custom for anybody to
prescribe any and everything known to produce an evacuation for
everybody else, whether they are old friends or entire strangers.
In the wash-room of the Pullman car one not infrequently hears one
passenger ask another, whom he has met for the first time, if he
will not have a cigar;

another invites him to a drink of whiskey

from his pocket flask;

while a third will offer him a glass of

aperient mineral water, or some pill or powder whioh he himself is
taking, and which he says is fine for the bowels.
It is olaimed, and properly so by authorities on constipation,
that this condition is of less frequent occurrence in Germany,
France, and other parts of the Continent than it is in our own
country.

The freedom from constipation in these countries, in the

opinion of Gant, is largely due to the laws governing the selling
of drugs, whioh are so stringent on the Oontinent that it makes it
well-nigh impossible for a person to procure medicines of whatever
kind without having a prescription from a licensed physician.

As

a result of this foresight, the druggist is prohibited from suggesting to the constipationist his sure-cure stock preparation, and
the patient is prevented from securing some renowned patent nostrum which is tempting because it is supposed not to cause him any
pain or inconvenience and works while he sleeps.
In every communi ty""a:re to be found families whose forefathers

-69-

for generations have been in the habit of taking medicines for
constipation.

This evil habit has come down to each succeeding

generation, because the children have become habitue's of these
drugs as the result of following their parents example, or because
they

been forced to take laxatives and purgatives in order to

~Ave

move the bowels from the time of their earliest recollection.

It

is a lamentable fact that not a few parents have the insane idea
that if they do not administer a cathartic frequently to their
children and keep the bowels freely open that dire results will
follow;

and in their anxiety they eventually bring about or ag-

gravate the very condition which they wish to avoid, namely, constipation.
The drug habit favors constipation by educating the patient to
depend upon his daily medicine and not upon any efforts of his own
to secure an evacuation;

and the bowel remains in an inactive

state until peristalsis is excited by the pill, powder, or mineral
water which has been taken.

This daily dose of medicine over-

stimulates the bowel, producing a greater activity than is normal,
and according to nature's rule, a period of rest and recuperation
must follow.

This period is construed by the patient as an aggra-

vation of his constipation, and he follows with a larger dose,
which again overstimulates and gives rise to the resting period.
These increasing doses and overstimulation, irritate the bowel and
excite an inflamatory or catarrPAI process of the intestine.

Thus

it becomes constantly more diffioult to obtain a stool beoause
atony sets in, with it's consequent glandular inactivity and muscular inefficiency, or a state of hyperirritability and spastic
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contraction of the large intestine, especially of the sigmoid
flexure, is set up.

When the overstimulation through drugs has

reached the spastic state, cathartics and purgatives may be followed by copious evacuation, preceded by cramps, or an insufficient
pencil-shaped mucus-coated stool subsequent to an attack of griping pain;

in other cases the patient complains of prolonged col-

icky pains, while there is absolutely no evacuation from the
bowel. (4) (14)
Enemata are of great assistance in properly selected cases in
helping to tone up the intestine and to empty the bowel of feces,
where they are hard, nodular, or have collected in such quantities
that they cannot be expelled without artificial aid.

Injections

are very often indispensible in this class of cases, when it 1s
necessary to secure an immediate

evacuati~.

The fact that a bowel movement can be secured by most persons at
any desired time, and with but little inconvenience to themselves,
by an enema, not infrequently leads persons suffering from chronic
constipation to resort to this means of securing the da11y evacuation.
The habit of resorting to bowel irrigations is very easily formed
and is more prevalent than 1s generally supnosed.

Gant is willing

to admit the value of the enema for the purposes mentioned above,
but is decidedly opposed to this method of securing an evacuation
at other times.
This common and pernicious habit eventually leads to chronic
constipation of the very worst type.

The majority of individuals

who depend upon.thJs method of relieving the bowel have no idea as
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to the length and capacity of the intestine or of the amount of
water necessary to stimulate peristalsis and wash out the feces.
Consequently, they not infrequently

inject from two to four or

even six quarts of water, when one half or one pint would 'have
proved equally effective.
This overloading of the gut with water would do no harm if it
were resor.ted to at rare intervals, but when it beoomes a matter of
daily routine it's effects are very injurious, owing to the fact
that it leads to enteroptosis, angulation, dilatation, atony of the
gut, and an

obtunded oondition of the mucosa. (4)

Chemical and Medicinal Oauses.- Certain chemicals and medioines
which gain entranoe into the body by way of the mouth, the rectum,
or through the skin, may be placed
constipation.

&~ong

the etiologic factors of

Astringents, such as copuer, alum, iron, lime-salts,

tec., occasionally are present in the food or drinking water in
quantities sufficient to lessen the intestinal evacuations. Painters
and workmen who handle lead and bismuth may inhale or absorb through
the skin a sufficient amount of these chemicals to produce the same
effect.

In most cases of constipation, however, resulting from

chemicals and mediCines, costiveness is induced by drugs administerd
for the relief or cure of disease.

In fact, all chemicals or

medicines which deaden the nerve centers, diminish secretions, or
produce a lethargic state of the muscles, or which have an astringent effect upon the intestine, are fruitful sources of constipation
Gant on two occasions found the bowel completely blocked at the
junction of the sigmoid and rectum by large dark-colored masses,
composed

principall~Of

subni tra te of bismuth, which the patient
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had been taking continuously for a long time for the relief of some
gastro-intestinal ailment.
Miscellaneous Causes (General Diseases).- Affections of the lung
and diseases of the diaphragm, such as pleurisy,

pneQ~onia,

and

tuberculosis, which interfere with respiration or the movements of
the diaphragm, may be complicated by constipation.

In the opinion

of Gant, the up and down motion of the diaphragm does much toward
accelerating the fecal current.

It's movements, transmitted

directly or through the liver and stomach to the transverse colon,
keep up a constant churning motion, which serves to stimulate peristaltic action and glandular secretion and helps to propel the
feces in their downward course through the intestine.
Disorders of the liver, such as enlargement, tumors, hardening,
etc., or foreign bodies, or disease of the bile-ducts, may be
placed among the causes of constipation.

In fact, anything which

diminishes the supply of bile or prevents it's entrance into the
intestinal canal tends to produce costiveness;

because the bile

not only has a powerful influence in stimulating peristaltic action
but also adds to the fluidity of the "bowel contents, making it more
easy for them to be moved along the intestinal canal.
In rare instances disease of the heart and arteries may be said
to be a cause of constipation, for the reason that certain organs
of the body are impoverished owing to their limited blood-supply,
and further, because ailments of the heart not infrequently induce
diminished oxygenation.
Constipation may result from rheumatism, especially in the rare
cases involving the aQQQminal muscles.

It may also be caused

by
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fevers and other exhausting diseases, which lessen the percentage
of water in the intestinal contents, through absorption, when the
supply of water finds another outlet, as in diuresis, diaphoresis,
ascites, and general anasarca. (4)
Colitis, Sigmoiditis, and Proctitis.- Anyone of these conditions may induce or aggravate chronic constipation, because when
persistent they lead to a thickening of the muscular coats of the
intestine and diminish the power of contraction.
Catarrhal inflamation of the bowel is frequently accompanied by
pericolitis and perisigmoiditis, which may result in a circumscribed peritonitis, absoess, or the formation of extensive adhesions, all of which tend to impair the function of the bowel by
pressing upon, angulating, or limiting it's mobility.
Inflamatory disease of the mucosa is a muoh more frequent oomplioation of oonstipation than is generally believed, and when
present adds materially to the diffioulty in relieving the oonstipated state, beoause the measures taken to inorease the frequency
of the stools often tend to aggravate the oolitis, sigmoiditis, or
prootitis.

Patients afflioted with muoous oolitis invariably suffer

from obstinate constipation superinduoed by enterospasm (spastio
constipation), the outgrowth of the persistent irritation of the
bowel. (4)
Mucous colitis is probably not a true colitis but a hereditary
spasmodic affection seen generally in neurotic women with, poor
ovaries.

In persons with a tendency to this condition the colon

is doubtless irritable, but in the experience of Alvarez it is not
easy to show any actual inflama.tory leSion, either a.t operation or
necropsy .. (14)
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Psychic Influences.- Anger, great grief, joy, and fright seriously interfere with digestion.

If the nervous centers of the

digestive systen can be so profoundly impressed by passion and
violent emotions, it does not seem unreasonable to expect that a
beneficial influence can be upon the nervous mechanism controlling
defecation if the mind be concentrated daily at a given time in an
endeavor to secure the coveted evacuation.

To illustrate the in-

fluence of the mind upon the act of defecation, the story of the
physioian in the hands of Gant goes like this: "Under normal conditions, it has been my oustom to have an evacuation immediately
after breakfast.

Some time ago I suffered from a fissure, accom-

panied by great pain and suffering during and following defecation,
especially when the feoal mass was large and bard.

In order to

lessen my suffering, I decided it was better to have two evaouations
daily instead of one.

There was no trouble in securing the first

after the morning meal without the aid of laxatives, but the second
action, which I desired· to have before retiring, was more difficult
to secure because the bowels were not accoustomed to move
time.

at this

For the first few days I had no desire to stool when I en-

tered the toilet, but by concentrating my mind on the endeavor to
bring about an evacuation I succeeded in stimulating peristaltic
action, so that the sensation to empty the bowel
the feces were expelled.

bec~~e

urgent and

After some days or weeks I observed that

the stools were obtained wi th less effort and it was necessary to
concentrate the mind but a very short period, while formerly a
considerable time was required before the desired results were
obtained. "
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In treating patients suffering from habitual constipation it has
occurred time and time again that after giving them some insignificant application or treatment, to suggest that their visit to the
toilet on the following morning immedia tel y a.fter breakfast would
result in a satisfactory movement, has proved a true prophecy.
The large number of undoubted cures from chronic constipation
which have been made by Christian Science healers goes far to
substantiate what has already been intimated in regard to the
powerful influence of the mind in controlling the bowel movements.
With this knowledge of the subject, one can understand how
careless inattention to the daily stool and a neglect of making
use of the helpful influences of the mind, in keeping the bowels
regular, may become a factor in producing constipation. (4)
Another interesting sidelight on the psychic influence was
brought out by Janet: "I

~~

sure that the amnesia of defecation

plays a. role in many obstinate constipations.

These people are

in a sense somnambulic, for the normal action of defecation has
been dissociated from their waking consciousness."
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